see what he could do. When he arrived he had an incision 4 in. long in his neck, and there was a cicatrix rapidly closing in and dragging on the soft tissues. His chin had gone. He was so ill that it was a long time before we could do anything. After a time I made an appliance such as Mr. Hern mentioned. I inserted a skeleton lower plate attached by springs to an upper with a downward and forward thrust, and I have added layer after layer of gutta-percha until I have got it an inch thick, and it is now necessary to make a new plate. We are getting the chin well forward. He can now speak, swallow, and deal with his saliva, none of which he could do before.
It is obvious that these injuries cannot be treated by the surgeon alone, nor by the dental surgeon alone; complete collaboration is needed from the very commencement, and I cannot conclude without expressing my profound regret that the Army Medical Department has.not even yet made adequate provision for their treatment, despite warnings which were given and offers of assistance which were made, at the very commencement of the War.
Mr. STANLEY MUMMERY.
I will confine the few remarks that I have to make entirely to one point in the treatment of jaw injuries. I refer to the methods of dealing with missing portions of the mandible, where a larger or smaller part of the arch has been destroyed, leaving a gap in its continuity.
Fronm the point of view of treatmnent, I think these cases fall naturally into two categories: (1) Those cases where the missing portion does not exceed from 1 in. to I in. in breadth; (2) those cases where it does exceed this amount, and may even involve half or more of the mandible.
In the latter class of cases, when large portions of the bone are missing, it is obvious that artificial restoration is the only course possible in the majority of instances. In favourable cases, where sound bone exists on either side of the gap, bone-grafting promises to give most satisfactory results, and it is to be hoped that when more experience of this operation has been gained, bone-grafting will take the place of artificial restoration in a large majority of cases.
It is, however, in the treatinent of those cases coming under the first category, where the loss of bone does not exceed 3 in., that there is most room for discussion. The only known method of dealing with such injuries, up to a few years ago, was to bring the fractured ends together and allow them to unite, wiring them together if necessary. This method had the one advantage of producing a sound jaw, but from the point of view of efficiency it was extremely bad. The bite of one or both sides was completely destroyed, and the teeth rendered practically functionless.
Mr. J. F. Colyer has introduced an original method of overcoming this difficulty by allowing the ramus on the injured side to swing forward to restore the deficiency, and so maintain the breadth of the arch. The results Mr. Colyer obtains by this method are extremely satisfactory in comparison with the older method, as was amply deinonstrated by the cases he showed here last week. The only disadvantages of Mr. Colyer's method appear to me, firstly, the sacrifice of teeth on that side to allow of the swinging forward of the ramus, thus rendering that side practically functionless in the molar region, and secondly, the failure of this method for cases with loss in the median line near the symphysis.
The alternative method is that adopted by many workers in France, and some in this country. It consists in the separation of the fragments and their fixation in normal occlusion with the teeth of the opposing jaw, in the belief that osseous union will take place across the gap. Under favourable conditions I believe that osseous union will take place in the great majority of cases. These favourable conditions are: absence of sepsis and gradual separation of the fragments. By gradual separation, I mean that the parts should not be forcibly separated to the full extent ultimately desired at one operation. Small particles of bone with some periosteal attachment are invariably left scattered in the tissue between the fractured ends, and such particles become the centres for bony deposit. Where the parts are forcibly separated a definite rupture of the tissues occurs, whereas when the separation is gradual, the parts have time to stretch, and the new osteoblastic tissue is drawn across the gap. This may sound like pure conjecture, but clinical evidence bears it out. Those of you who have seen Dr. Hotz's work in Paris will have noticed how successfully he employs this method, and what satisfactory results he obtains. There is one point, I must own, in which this method compares unfavourably with Mr. Colyer's; it is that of tiIne. It obviously requires a longer period to obtain firm bony union across a gap than it does when the ends of the fragments are in contact. Upon this question of time I know Mr. Colyer lays great stress, and from the point of view of the Army it is perhaps an important one. From the patient's standpoint, however, I do not think there can be much doubt that the separation method produces the best results.
